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An unannounced annual survey was conducted
2t this facility from January 9, 2012 through
January 18, 2012, The deficiencies contained in
this repert are based on obearvations, interviews,
raview of residents' records and review of other
documentation as Indicated. The facility census
the first day of the survey was 107. The Stage |l
sample {otaled thirty-nine (39) residents.

F241 DIGNITY AND RESPECT OF
INDIVIDUALITY
1. Residents R 15, 38, 51, 120, and 168

" 261 453150 DIGNITY AND RESPECT OF Faat| LR R 3 S
= residents with respect and dignity during L Jett
Thefaciiity must promote care for realdents i a g";:lsmi?'?' el ba held bt
manner and in an environmant that maintaine or fearch 15, 1;1;182? for o ® a1
enhances each resident's dignity and respect In rehmsidcent dignity f““;il.f’fm oa
full recogrition of his or her Indivichality, 3. Random rounds shfu be completed over | g i§ I'M v
the naxt 30 days by the DON/deslznee to
; determine compliance, .
;‘h.is REQUIREMENT Is not met as evidenced | 4. The DON shail report to the 9“5 {Lﬂl’
4 Administrator and QA committse monthly

Eaged on obsarvations of staff assisting
resldents with their lunch meals, it was
determined that the faciiity failed to promota the
dignity. of five residents (R168, R120, R15, R38&, ° i
R51) while assisting with meals. Findings ’:gf;;i‘:zn ? obtain end maintain

include; _ .
. w908

1. On 1/9/12 Employes, £6, was assisting
resident R188 with the lunch meal and was
standing aver tha resident whila faading the
rasident,

any variances in the data collected. The QA
committes shall assess and evaluate the a
data and provide recommendations as 1[iw;[wl ’

2, Qn 1/9/2 Employee, E8, was assisting
resident R120 with the lunch meal and was
standing over the residant while feeding the
rekident,

3. On /612 Employae, E7, was asslsting
ENTATIVE'S BIGNATURE TITLE (KB) DATE

A A Lohn 75 B 1 2010

vy

An Ianioy statement ending with an aebtis ency which the institution may ba axcused fram oarrecting providing it is determined that
- othmewmaguards provide sufficient protection to the patients. {See Instruclions.) Except for nurging homas, the findings stated above ara digclosabls 90 days
fallawing the date of survey whather or not a plan of correction fa provided For hursing homas, the above findingw and plans of correction ars disclesabls 14
daya following the dafa thass docurnents are made avallable ta tha faciiity. If dellclencies am cligd, an approvad plan of corraction is requlsite to sontinuad

program pericipation.
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reslident R15 with the lunel meal and was
standing over the resident while faeding the
resident.

4.0n 11712 at 12:45 PM B7 CMA was
observed feeding R38 while standing up. A
second observation was made at 12:50 PM snd

- | Aresidant has the right io racsive notice befors

the alde was still standing while tfeading.

5. On 111312 at 1:08 PM CNA E18 was
obsefved standing while feeding RS1 her lunch,
483.15(s)(2) RIGHT TO NOTICE BEFORE
ROOM/ROOMMATE CHANGE

the resident's room or roommate in the facility is
changed. :

1 Based on interviews on 01/08/12 and 01/16/12, it

| residents were notified prior to having a room

This REQUIREMENT is nof met as e-vldenced
by:

was dsterminad that the facility failad to have a

formal process for notifying residents when thay
were recelving a room mate prior to maving the

room mata into the reom. Findings Include:

1. On 01/08/12, R3 indicated that on a coupla of
occasions, she recelved a room mate with no
notification prior to the person being agdmitbed
her room. interview on 01118/12 with 11,
Admissions Diractor, indicated that nolification of
residents prior to @ room mate admission had no
formal process and would happen occagionally.
No documentation was available to ingicate that

mata admission.

483.15()(1) ACTIVITIES MEET
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dignity.

Fa4s

¥247 RIGHT TO NOTICE BEFORE
ROOM/ROOMMATE CHANGE

1, Resident R 3 continues to reside at the
center and is being treated with respect and 2 ] lt;l (t

2, In-servicing shril be held on or before
March 15, 2012; for mirzing, admissions
and social services staff on the formal
process for notifying residents when they
are recelving a room or roommate change ?I 6/@@[ 1
prior to the aerual event,

3. Random rounds shall be completad over
the nesxt 90 days by the Social Services {I'Zﬂ ;‘L
Director/designee to determine compliance. 3!‘-

4. The 88 Director shall report to the
Administrator and QA commitiee monthly
any variances in the dam collected. The QA

committee shall assess and avalynte the sl WL
data and provide recommendations as Bi i
necessary to obtain and maintain art -
compliance, m():ofvs
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§6=D | INTERESTS/NEEDS OF EAGH RES TN TERESTo BT CH
I The faciiity must provide for an ongoing prograrm RESIDENT
of activities designed to meet, In accordance with : .
the comprehensive assessment, the Interests and :&ﬁ?ﬁ:ﬂmm{;ﬁ? bt?;;%elf‘ The
the physicat, mental, and psychosoclal waltbeing team, and the plan of cars has being ravised
of each resident. as necessary to reflect the resident’s current
level of care. The reaident’s activity
Thie REQUIREMENT ig not met as evidenced gem?ﬁ:" ‘:s?;::,‘: ?is;:ﬁ?dislikes
by: s . .
Based on regord review, observation and gﬂmf ’:i‘hi".u'}t:;;:ig:;ﬁﬁ?m o
interview, it was determined that the facility falied i denmtlﬁFlEU d and that residents are obtaining ZUW (-
to provide activitias to meat the interests as L .
i . eppropriate activity participation.
: identified In tha facllity's assessments for one 2. In-servicing shall be held for the activity
(R48) out of 39 sampled residsnts. Findings | staff on or before March | 5,2012 on pil
include: resident nssessment and participation in ‘;tﬁ’ll
; tivities.
R48 was admitted to the facility with diagnosss ac ]
inciuding Parkinson's Dissass, hypertension, and E‘ﬁf";’:’) 3‘;3:1:11:1':“”? © mﬁﬁ;ﬁ;:f ‘
diabates meliitus type Ii. ' ' this shail be the responsibility of the 3“ g‘?—uﬂ"
According to the Minimun Data Set (MDS) fgh‘:t;g{;:;“gggfg%u report o the |
assessment, dated 12/3/11, R48 was totally MMr and QA committee monthly
depandent or staff for ali activities of daily living any variances In the data collected, The QA 1
(ADL&) and was severely impalred for dafly committee shell assess and evaluate the' 3\6 \‘Lm
decision meking. data and provide recommendations as J) .
. to obtain and maintein &
R48's most recent comprehensive activity necessary Ry
assessment completed in June 2011 documented compliance. o Nj
that R48 liked to spand moet of her time in her
room in bed and the resident enjoyed one on one
{1:1) visits by staif and visiiors. in addition, R48
llked to watch telavision (TV), reading, and
listening to musie. Although the assessment
identified R48 liked to watch TV and iisten to
music, the assessment failed to ascentain the
type of TV shows and/ar type of mugic the
FORM CMS-2587(02-00) Praviows Versiona Obgolate tf enntinuetion sheel Page 5 of 30
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Continued From page 3

rasident enjoyed. The most recent quarterly
activity aszessment dated Decamber 2011
documented that R48 participated In 1:1
programs twice a week and watched TV and
listened {0 music.

Review of R48's care plan titlked "residant exhiblts
or i &t risk forfimited meaningful engegement
relatad to social izolation, loss of cantrol® initiated
on 11/21/08 included the following goals:

- regident will increase social engagement as
evidenced by parficipstion in one on one vigits,

. small groups and unstructurad Invalvement with

- pearffamily/friends/stefi,

- resident will accept invitations to activities.

Review of the November 2011 activity log fitled
‘Resident Participation Recerd” reveaisd that R48
had folr (4), 1:1 voluntear visits for the entire
month and two full weeks with no activity. For
December 2011, R4B had seven (7) 1:1 visits.

R48 was observed dally in the AM and PM during
the survey period from 1/8/12 through 1/17/12.
On 1/16/12, a volunteer of the factity was
abserved sitting by R48's bed for e 1:1 visit. The
remzinder of the observation revealed R48 tying
in bed with TV turmed on but not on a children's
cartoon stetion that R48 enjoyed, as reportad by
R48's family member during the strvey.

During an interview with E22 (Director of
Activities} on 1/17/12 at approximately 10 AM,
E22 confirmed that the above assessments failed
to determing the typa of TV shows and music the
resident liked. Subsequent to this interviaw, on
1718712, E22 spoke with the residant and

| ascertained that the rasident enjoyed children's

F 248

LEFT BLANK INTENTIONALLY
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The facilify must conduct initlally and paricdicaly
& comprehensive, accurate, standardized
reproducihle asseszsment of each resident's

{ functional capacity. '

A facility must make a comprahensive
assessment of a resident's needs, using the

| resident assessment instrument (RAI) specified
by tha State. The assessment must include at
Isast the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication:

Vision;

Mood und behavior patterns;

Paychosocial well-being:

Physical functioning and structural problema:
Continance;

Diseage diagnosis and health conditions;

Dental and nutrifional status;

8kin conditions;

Activity pursult;

Medications: '

Spacial treatments and procsdures:

Dischargs potential;

Documentation of summary information regarding
the addltionat sssessment parformed on the care
areas triggered by the compiation of the Minimurm
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F 248 Continued From page 4 F 248
cartoons Including Sponge Bob and gospel
musie:.
fé?di"?s reviewad with E1 (Administrator) and E2
recior of Nursing} on 1/18/12 at approximats
2:30 PM. y '
F 272 | 483.20(b}(1) COMPREHENSIVE F 272
58=0 | AGSESSMENTS
F 272 COMPREHENSIVE

ASSESSMENTS

1. Resident R 21 has expired. Current
residents are having their diagnosiz checked 1
for accuracy with the complstion of their ‘Z,“biwl
noit MBS asgessment.

2, In-servicing shall be completed for staff -
completing any section of the MDS, on QL _
accurate coding ou or before March 15, 3 l (f} v
2012.

3, Random audits ghall be completed over
the next 90 days on completed MDSs to ,.- wn,
determaine compliance; this shall be the ,3\ & ’
CRC/designee,

4. The CRC ghall report to the
Administrator and QA committee monthly .
any variances in the data colleeted. Ths QA g'-m‘l.
committee shall assess and evaluate the 3\ {

data and provide recommendations to .
obtain and mairtain compliance. Mg?ﬁ‘ﬁ
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Data Set (MDS); and
Documentation of parlicipation in agsessment.
LEFT BLANK INTENTIONALLY

'é'hia REQUIREMENT is not mel @6 evidenced
y:

Based on record review and interview it was
determined that the facility faila to ensure ona
{R91) out of 30 sampled resident was azeasead
for a terminal diagnosis with end of lifg care.
Findings inciude:

1. R81 was admitted to the facility on 11/16/11
with diagnoses which included stroke, chronic
obstructive pulmonary disease {COPD), dlabetes,
hypartension, total hip replacement, and
dementia. The resident was on hospice (end of
life) cara prior to admission and continued with
the same hospice contracior al this fecliy.

The initial MDS deted 11/22/11 documented In
section J1400 that the resident did not have a
terminal diagnosis. An inlérview with the RNAC
E24 on 1/17/12 confirmead thaf she did not think
the resident had & terminal diagnosis. This
resuited in thare being ne care plan (nitiated for
end of life cara.

Review of the record ravealed that aithough R91
was on hospice services there was not a
physician documented terminal diagnosis,

On 1/18/12 the contracted hospice agency

FORM CME-R5R7(02-D0) Previsus Varsions Obsclete Evant 1D:081Y11
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§483.10, including the right to refuse treatment
undar §483,10(b)4).

This REQUIREMENT Is nof met as evidsnced
by:

Based on record review and Interview it was
detarmined that for three (R15, R52 and R48) out
of 38 sampled rasidents the facility fallad fo
develop a care plan for an aesessed nesd,
Findings includer

1a. Cross rafer F328 axample # 1
R15 was administered 8 doses of PRN Ativen,

data and provide recommendations as
necessary to obtain snd maintain
compliance.

X4) 1D SUMMARY STATEMENT GF DEFICIENCIES 1D PROVIDER'S PLAN OF GORREGTION (XE]
PREFI% (EACH DEFICIENGY MUST BE PRECEDED HY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-aweaeggga o &E APPROPRIATE DATE
F 272 | Continved From page ¢ F27r2
provided the documentation that R81 was S ——
| terminally iil dated 10/24/41, D ey ELOF COMPRERENSIVE
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F2re ‘
§8=D | COMPREHENSIVE CARE PLANS 1. Residents R 15, 48, and 52 remain in the
- ter, and have b iswed by the ICP
A facility must use the resuits of the assessment f:;;, chc:i‘;ig ;ﬁ;ﬁ:::mdz metheir
to develop, review and revise the resident's plan of cars as necessary to reflect their
comprehensiva plan of care, " current level of care, Current resident shall
thei ited af their i
The facliity must develop a comprehensive care m:dm;égﬁ :gnngﬁ ensurs text a ol v
plan for each resident that in¢ludes measurable reflection of their lsve] of care.
objectives and timetables to mest a l'BSldﬁﬂf;S 2. In-servicing shall be held on Care
meadical, nursing, and mental and psychosociel Planning for fecility staff involved in the I‘Liﬂ 9k
needs that are identifled In the comprehensive care plan process on or before March 15 t 64
assassment. 2012, '
The ¢are plan must dezeribe the services that are 3;3 mx:;g E:?ﬁ?gegﬂfgbggaﬁ?
fo be furnished o attain or maintain the resident's This shall be the responsiility of the AR
highest practicable physical, mental, and DON/designee. \‘.;\*ID
psychosocial welkbelng as required under 4. The DON shall report to the _ a '
§483.25, and any services that would otharwise Administrator and QA commitiee monthly
be required under §483.25 but are not provided any varlances in the data coliected, The OA
dus fo the resident's exerclse of rights under cornmittee shall assess and evahuate the aifb
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an anxisty medication, during the first 11 days of
dJanuary 2012, The resident did not have a care
plan addressing anxlety and the approaches
being used to address this condltion.

1. Cross refer F315 example # 1

R16 was admitted July 2011 totally coniinent of
bladdar. After a hospltalization In November 2011
the resident was asscssed on 11/13/11 as being
frequently Incentinent of bladder. The facility did
not develop a care plan to address R15's bladder
; incontinence.

i 2. Croas refer F329 example #2

On 12/28/11 a physician order was written for
Afivan (anti-anxiety medication) 0.5 mg one by
mouth every 4 hours as needed far
anxietyiinsomnia. Review of R62's care plans
ravealed tha facility failed to develop a care plan
addressing her anxiety and insomnia that
required the use of Ativan.

An interview was conductad with E15 (ADON)
who confirmed the faclilty falled to develop & care
plan with interventlons eddressing R52's anxiety
end nsomnia.

3. Crosa refer F248,

Review of R48's care plan titled "resident exhibits
or Is at risk for imited meaningful angagement
related to sogial isolation, Joss of control” inftlated
on 11/21/08 included the foliowing goals:

~ residant will incrense social engagement as
evidenced by participation in one to one visiis,
small groups and unstructured involvement with

F 279

LEFT BLANK INTENTIONALLY

FORM CMS-2367(02-29) Previous Versions Ghsolete

Event IG:Q81Y11

Faciily 16: DEGO20S

If continuation shaat Page & of 30



Feb 28 2012 11:27AM HP LASERJET FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CES

r.11

PRINTED: 01/26/2012
FORM APPRQVED

OMB NO. 0938-0381

The residant has tha right, unless adjudged
incompatent or otherwige found 1o be
incapacitated under the laws of the State, to
participate In planning cera and trestment or
changes in care and treatment,

| A comprehensive care plan must be developed
within 7 days after the completion of the
comprahensive assessment; prepared by an
interdisciplinary team, that includes the atiending
physician, a registered nurse with responsibility
for the resident, and other appropriate stalf In

| disciplines as determined by the rasidsnt's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the rasident's
legal representative; and periedizally reviewsd
and revised by a team of qualifled persons after
esch assessmant.

This REQUIREMENT is not met as evidenced
by

Baszd on record review and interview it was
determinad that for four (R4, R166, RE2, and
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& 279 Continued From page 8 F 278
peerifamily/friends/staff.
- rasident will ascapt invitations to activities.
Although the facility developed the above care
plan, the goals wera not maasurable.
Findings reviewed with £1 (Administraior) and E2
{Director of Nursing) on 1/18/12 at approximately
2:30 PM. F280 RIGHT TO PARTICIPATE IN
F 280 | 483.20{(d){3), 483.10(k){2) RIGHT TO F280| PLANNING/CARE REVISION
$8=£ | PARTICIPATE PLANNING CARE-REVISE CP

1. Rasidents R 4, 32, 52, and 165 retnain in
the center and have been reviewed by the
ICP team. Correctiohs have bean made to
thedr plan of care as necessary to reflect
their current Jevel of care. Current resident
shall have their plan of care andited er their
next scheduled care conference 1o shisure.
reflection of their level of care.

2. In-servicing shall be held on Care
Planning for facility staff involved in care
plan process on or before Mareh 15, 2012, g
3, Raodom audits shall be completed over
the next 90 days to determine compliance,
This shall bs the responsibility of the
T)ON/denignee.

4, The DON shall repoit to the
Administrator and QA committee monthly
any veriences in the data collected. The QA
committes shall assess and evaluate the ..«\ft fd\v
data and provide recommendations a8 y)
necesgary to obtain and maintain
compliance.
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R32) out of 39 sampled residents It was
determined that the facillty falled to revise the
care plan o reflact the actual neads of the
residents, Findings include:
1. Rd's care plan dated 8/9/11 included a plan for
community discharge after short term stay. An
interview with R4 on 1/15/12 at 11:20 AM LEFT BLANK INTENTIONALLY

revealed that the resident was planning on
staying at the: facility long term.

An intarview on 1/17/12 at 10:20 AM with E15,
ADON revealed the resident had Iniially planned

1 on going horme but had decided 1o stay hera for

now. The facility racently moved R4 from the
short stay unit to the {ona term care ares,

An Interview on 1/17/12 at 12:38 PM with E10,

. social worker revesaled that about two weeks ago
the resident moved to the long term care aras
and decided to stey here long term,

Interviews with both £16 and E10 confirmad that
the care plan had not been updated to refiect the
new long term care plan.

2. R16G hed a care plan dated 1/9/12 for
prevantion of deformitiss based ot range of
motion (ROM) maasurements, An intervention of
passive RKOM to all extremities by staff for 15
 minutes twice a day by nursing was included,
This approach was not includad in the cera tseks
for the aides in the efectronic racord,
A therapy assessmeant dated 1/0/12 indicated
contractures to left hip extansion knes extension
and ankls extension, The therapist did not
recommand a restorative ROM program but
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| Observations made throughout the survey

Continued From page 10

stated It wags baseline and therapy would continue
ROM.

Interviews on 1/13/42 and 1/17/12 with the
physical theraplst £13 revealed thet the care plan
was initiated too soon. She stated that the
therapy department was doing ROM with the
other therapy services and the nursing
department would nat pick up this task untl
therapy is discontinued. She further stated that
several resldents’ ¢are plans would need to be
reviewad dus to therapy's practics of Initialing the
reslorative nursing care plan on admission but
not wanting i implementad until the resident is
discharged from therapy,

3. Cross refer F315, example #2

R&2 had a care pian for “Resident demonstrates
‘capacity and motivation to Improve function but
exhibits or is at risk for dacreasing ability to
perform ADLs In; el areas listed: bathing,
dressing, bed mobllity, transfer, letomotion,
{oileting due fo gensral waakness with
interventions that Include Assist resident on/off
tollet with CG (contact guard) assistance.* This
cara plan revision date was 8/20/11,

Review of R62's MDS clated 12/4/11 ravesgled sha
was independant for {oileting, ambulating, :
dressing, bed mobility, and transfers,

revegled R52 ambulated with a rolling walker
Independantly and toileted indepandantly.

An interview conducted with E19 {CNA) on
1'1/18/12 gt 12:30 PM confirmed R52 was
| inclapendent with her cane inciuding tolleting.

F 280

LEFT BLANK INTENTIONALLY
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On 1/18/12 at 12:50 PM an interview was .
conducted with E15 (ADON) who confirmed the
faciiity falled to revise R52's ¢are plan
demonstrating her independance and
improvement with har attivities of daily living
which includad toileting.

4. Cross refer F318, example #1.

Review of R32's care plan for prevention and
{reatment of contractures Implamentsd an
1/2212010 included a gos! that R32 will have o
increase in contractures x100 days. Intarventions
! Included measurements annually and PRN {as

| neaded), monior tolerance, and passive ROM
(PROM) by staff to all extramities 15 minutes BID
{twice a day).

Although the factity conducted & care plan
meeting on 8/15/11 and 12M4/14, review of the
care plan mesting notes fallad to igentify that the
resident was not receiving PROM as noted on the
&are plan,

Findings reviewed with E1 (Adminigtrator) and E2
(Director of Nurging) on 1/18/12 at approximataly
2:30 PM.

F 308/ 483.25 PROVIDE CARE/SERVICES FOR F 309
$8=D| HIGHEST WELL BEING

Each resident must recalve and the facility must
provide the necessary care and services to attain
or maintain the highest practicabie physical,
mental, and psychosocial welkbeing, In

- Bccordance with the comprehensive assessmeant
~and plan of care,

LEFT BLANK INTENTIONALLY
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. =Utilize pain scale.

chronl¢ obstructive pulmonary disessa,
depresslon, Insomnia, chronic paln, and sleep
apnea.

R66's most recent quartery Minlmum Data Set
(MDS) assessment dated 12/17/11 indicated that
the resident was cognitively intact for daily
decision making 2nd that he experienced pain
frequently and the intensity of the paln was
severe,

R6's most recent pain evaiuation dated 12/17/11
Indicated pain locations of bagk, legs, and
genaralized.

Review of R96's care plan for risk for alteralions
in comfort indicated thai RO6 will achieve an
acceptable level of pain contro! X100 days.
Interventions included:

-avaluate pain characteristics: quality, sevarlty,
Iocetion, precipilatingfrelleving factors.
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F 309 | Confinued From page 12 F 300 1.732{9 ﬁ;‘ﬁ,‘ggf @‘;ﬁf’ﬁﬁ&% s
.| This REQUIREMENT Iz not met as evidenced 1. Resident R 96 remains in the center, The
by resident cantinues to receive effective pain
Based on record review, staff interviews, and managsment g8 directed by the primary
policy review, It was determined that the facility care physician. Current residents have been
falled to provide the necessary care and services assessed for pain and have eppropriate 1.
pertaining to pain management for one (RE8) of documentation in place to reflsct the h\’lﬂ‘
39 sampled residents. R86 had experianced-pain assasstnent and effectiveness of pain and 7.)\
of the lower back with radiation down the left lag medication,
and the facllity falled {o reasssss and monitor the 2. In-setvicing shall be heid for licensed
sifactiveness of R96's paln management nursing staff on pain assessment and {\1}:\1’
interventions. Findings includa: management of medication effectiveness on 3\\
ot befors March 15, 2012, '
R86 was admitted fo the facllity on.4/14/08 with 3. Random audits shall be completed over
| diagnoses including open ankle fracturs, diabetes the next 90 days to determing compliance ‘7/
‘| mellitus typs ll, heart failure, hypariansion, with appropriate pain assessment and 3\\3\1"

management, This shall be the
responsibility of the DON/designee.

4, The DON shall repart to the
Administrator and QA comrnittse mmonthly
any variances in the datz collected. The QA
committes shall assess and svaluste the
data and provide recorrnendations as
necessary to obtain and maintain
compliance.
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-Medicats residant as ordered for pain and
monitor for effectiveness and monitor for side
effects, raport to physician gs indicated.
-Monitor frequency of eplsodes of breakthrough
pain to determine the naad for med adjustment.
The December 2011 and January 2012
Physician's Order Sheet noted an order for LEFT BLANK INTENTIONALLY

| being the worst pain. R8S verbalized that his pain

Tramadol (narcotic like pain medication) 50 mg.
pe (by mauth) avery 8 hours PRN (as needed) for
pain. RE6 verbalized to the surveyor on 171312 at
1 PM that he'experiencea chronic pain aff over
dua to his health lssues and rated the pain "4" on
a "1-10" scale with "{" being ne pain and *10"

managemant goal was "4."

The facliity policy {itled "15.8 Pain Managsment”
stated thal the purpose was “to design a plan of
care to achleve an optimal balanca betwesn pain
relief and preservation of function in ascordance
with patient directed goals.” In addition, the
practice standard included that:

"6. Patient receiving interventions for pain will be
monitored for effectiveness in providing pain
rejlef.”

*6,1 Effectiveness of PRN medications is
documented on the back of the MAR,"

Review of R66's December 2011 and January
2012 MAR (Medlication Adminletration Record)
revealsd that R96 was administersd Tramado! 50
mg. as needed 31 doses 4nd 12 dogss
respectively. Neither the MAR or the nurses
notes Indicated thal the nurses assessed the paln
characteristics induding quality, severity, and
location of the pain prior to and after the
adminlstration of Tramadol.
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F 308 | Continued From pege 14

Review of R86's Decombear 2011 "Pain
Obsenvation and Mahagement Flow shaat
documented for aix out of the 31 administration of
Tramadol 5Q mg., the facility aasessed and
docurnented the pain aseessment pripr {o and
post adminletration. For Jarusry 2012, the facllity
assessed and docymented pain assessment for
five out of the 12 adminlistrations of Tramado! 50
mg.

Interview with E2 (Dlrector of Nursing) on 1/18/12
at approximately 11.30 AM revealad that the
expectation Is that when 'as needed' pain
medication is adminigtered, the azsessment of

) pain prior to and post medication administration
- was to be documentsd on the “Pain Qbservation
and Managemsnt Fiow sheet” and not on the
back of the MAR, The surveyor requested
additional evidence of pain assessment for the
use of the Tramado!, however, no information
was provided {o the survayor.

The foliowing paln management standards ware
approved by tha Amearican Gerlatrics Socisty in
April 2002 which included:

- appropriala assessment and management of
pain; assesament In a way that facilitatas regular
reagsassment and follow-up; same quantifative
pain assessment scales should be used for initial
and follow up assessment; set standards for
monitoring and intervention; and collect dais to
monitor the effecliveness and appropriataness of
paln management.

Dus to the abova failures, the faciiity falled fo
objectively determine the effactiveness of the
administerad paln medication consistent with the

F 309

LEFT BLANK INTENTIONALLY
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F 309 | Continued From page 16 F 308
current standards of practice,
This is a repeat citstion from the annual survey
ending 10/12/10.
Findings reviewed with E1 (Administrator) and E2 ¥315 NO CATHETER, PREVENT UT],
(Diractor of Nursing) on 1/18/12 at approximately RESTOR BLADDER....
2:30 PM.
1. Residents R 15 and 52 remain in the
center. Both residents bave had urinary
: incontinent aseessments completed to
F 315 | 483.25(d) NO CATHETER, PREVENT UT], F 315| determine a toileting plan. The residents
$5=D | RESTORE BLADDER have been reviewed by the ICP team to
' review the residents plan of care and
| Bused on the resident's comprahensive updates have been made to reflect the
assessment, the facliity must ensure that & current Yevel of care. Current residents with
- resident who enters the facility without an urinary incontinence have been assessed for
indwetling catheter is nat catheterized unless the the need to a toileting plan, 3 day diary and \q,bﬁ"'
ragident's clinical condition demonstrates that the development of a care plan. L\W
| catheterization was necessary; and a resident 2, In-servicing shall be completed for
who is incontinent of bladder recelves approprigte licensad nurses on facility policy for \‘L
treatment and services to prevant urinary fract Urinary Incontinence Assessmetit on or | 3\\*”’“
_ | infactions and to restore 4§ much normal bladder before Match 15, 2012,
function as possible. 3. Random audits shall be completed over
the next 90 days to determine compliance,
this shall be the respongibility of the Al
This REQUIREMENT iz not met a3 evidencad DON/designee. ?\(5
by: 4. The DON shall report to the
Based on record review and interviow it was Administrator and QA committes monthly
datermined that for two (R15 and R52) out of 38 any variances in the data collacted. The QA 1
sampled residents the facility failed to provide the comprittoe shall assess the data and provide *‘\"L‘!\
appmprizts treatment and servicas to maintain as recommendations as necessary to obtain '7,\‘3
much bladder continence as possible. Findings and maintain compliance. N‘ﬂ) .
include: aap
1. R16 was admitted 7/20/11 with diagnoses
which included congestive heart failure,
hypeitension and dementia.
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Raview of the 7/27M11 § day and 7/30/11 14 day
MDS assassmant revealetd the resident was
totally continent of urne.
Review of the 8/17/11 30 day and $0/14/11 90
day MDS assessment revealad the resident was
now beeasionally incontinent of urine. LEFT BLANK INTENTIONALLY

Thers was lack of evidence thet an assesament
of the change of continence was completed.

R15 experiencad a change of eondition and was
hospitalized 11/6 - 11/8/11. The retum MDS
assassment dated 11/13/11 indicated tha resident
was now frequently incontinent of urina.

On 11M5/M1 & urinary Incontinence evaluation
electronic form was completed that indicated the |
urinary incontinence was new and it was

assoclated with a new onset medical condition.

The facllity's continence managemant poficy
docurnented that a three-gJay continence
managemant diary would be completed. Interview
on 1717/12 with the DON E2 revealed that the
form used for the threw-day diary is not rafsined
by facllity but used to daveiop the plan of cara.

.On 11/18/11 & urinary incontinence nursing
interventions elactronic form was completad thit
indicated the resident had mixad Incontinence
and the [dentifisd management program was
individually selectad absorbent products. This
assessment did not mentlon the resulls of the
three-day diary.

Raview of the facility's electronic documentation

FORM CMS-2687{02-00) Pravious Versiors Chsolets Evant [D:081Y11 Facility ID. DEODZ0S ' If continuation sheel Page 17 of 30
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| day shift,

revealed that R15 had a significant changs in

: Continence Management documanted

Continued From page 17

for bladder confinenca for 11/15 ~ 11/18/11
revealed R15 was only incontinent of urine fwo
out of nine shifts. However, the conclusion of the
facility's asssssment was to use absorbant
products,

No care plan was found that addressed the
resident's bladdsr continence of incontinence.
The resident's current care plan did Indlcate that
R16 needed assistance with using tha toflst.

An interview on 1/13/12 at 2:45 PM with an alde
whe frequently eares for R14 reveaisd the
residant s almost alwaye continent of urine on

An intervisw on 1/13/12 with RN E16, who
completed the urinaty Incontinence assessment,

condition and fluctuates in her abllity to be
continent of uring.

Review of the bladder continence dosumentation
in the slectronic record revealed; November 2011
incentinent 24 out of 80 ghifts, December 2014
incontinent 22 out of 93 shifts and January 2012
incontinart 24 out of 48 shifts,

Although R15 had numerous shifts In which she
wag continent of urine, no toilating plan was
developed to restore as much bladder continence
a8 possible.

2. Tha facllity's pollcy and procedures for
continence status wiil be reviswed quarterly and

with significant change as part of the nursing
assessment. Practice Standards 2. if patient is

F 315

LEFT BLANK INTENTIONALLY
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F 315 | Continued From page 18

incontinent, complete a Urnary Incontinance
Asgessment. Addrass transfent causes for
Incontinence. iniigte the Threa-Day Continence
Mengagement Diary. Develop plan of care based
on informaticn from assessments and threa-day
continenca management diary.

RE&2 was admitted with dlagnoses that includad
Iritablo bowel syndrome, hypertansion, vertigo,
aortic regurgliation, sick sinus syndrome,
hypathyroidism, and gastroesophagesl refiux
disease.

An MDS admission assesement dated 9/6/11
stated R52 was aiways continent of urine and
was not on & tofleting program or trlal, The
12/4111 quarterly MDS for R52 documentad she
was occasionally Incontinent of urine and was not
on & toileting program or trial,

The nursing assessment completed on 1274111
for RE2 decumantsd no new onseat of urinary
incontinence.

Review of R62's bladder continence
documantation irt the elactronic racord revealed;
« August 28, 2011 through Septerriber §, 2011 the
CNA's documented R52 was continent of urine.
-Sept Sth through the 30, 2011 Incontinent 14
;ng; shifts and once on the.day shift out of 75

i

-October 2001 incontinent 14 night shifis and one
during the evening shift out of 93 shitts.

- Nevernber 2011 incontinent 18 night shifts out of
80 shifts. '

-December 2011 incontinant 18 night shifts and
twice on the day shift out of 93 shifts.

-January 2012 incontinent 2 episodes during the
I

F315|
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F 318
58=D

| confinued to state she was not aware of REZ's

Continued From page 19

day shift and 7 during the night shift out of 48
shifts, Two of these documented incontinence
episcdes occurred during the 7 day look back
period for the 12/4/11 quarterly MDS assessmant,

Although the MDS dated 12/4/11 documented
RS2 was occaslonally incontinent of urine the
fecility fallad to have docurnentation that a Urinary
incontinence Assessment was completsd to
address causes and intlate a three-day
continencs diary. There was no evidence that
programs wers put in place to help restare arud
maintain R52's bladder function.

During an interview with E15 (ADON) an 117/12
at 2:20 PM confirmed & thorough assessment
was not completed, a 3-day dalry was not
completed nor was a {oileting program fo
maintain biadder function for R62 Initiated. E16

incontinent episodes.
483.26(e)(2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

Based on the comprahensive assassment of a
resicient, the facilly must ensure that a resident
with a limited range of motion recelves
appropriate treatment and services io increase
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT Is hot met s evidenced

Based on observation, record review, review of
other documentation as indicated and interview, it
was determined that the facility falled to snsure

F 315

F318
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' the right shoulder and had a tiecressed ROM of

Although R32 had a care plan meeting on
12/1111, the "Care Plen Evaluaflon™ note for
"Focus of pravention and treatmant of
contracture” documented that "(R32's first name)
has no gontractures at this time,” There was lack
of avidence that tha facllity ensured that the
above interventions on tha care plans

were baing completed,

Review of the annual “Range of Motion
Measgurements (ROMM)" document cownpleted
on 10/25/10 revealed that R32 had contracture of

80 degrees (normal range betwean 121-180).
Recommendation by the physical therapist, E3

NAME OF PROVIDER OR BUPPLIER BTREET ADDRESS, CITY, 8TATE, ZIP CODE
1100 NORMAN ESKRIPGE HIGHWAY
SEAFORD CENTER SEAFORD, DE 10073 |
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: DEFICIENGY}
_ e A VEN
F 318 | Continued From page 20 F3a18 g?g;gf&ﬁﬁ gﬁ:;‘gg %)B;\li\meN
that two (R32 and R18) out of 39 samplad
residents with a imited range of motion (ROM) 1. Residents R 15 and 32 remain in the
recelved appropriate treatment and services to center. Both residents have received
increase ranga of motion andior prevent further updated “Range Of Motion Measutements”
decrease In range of motion. The facllify failed to (ROMM). Comprehensive treatment plans
ensure that the passive range of motion was have bean monitored to ensure appropriats
provided twice a day o R9Z and once & cay for treatment and services to increase ROM \ b)q,ul"-
R15 who had contractures. Findinge Include: and/or to prevent further decrease in ROM, ?J
2. In-servicing shall be completed for
1. R32 was admitfed to the facility in 2008, licensed nurses and rehabilitation staff on Un’
Diagnoses included chronic airway obstruction, facility policy for ROMM and management I | 4 ["L
diabetes mellitus type 1, hypertension, atrial oti or before March 15, 2012. 2
fibrillation, and tachycardia. 3. Random sudits shall be cotnpleted aver
. the niext 90 days to determine compliance; . w‘ L
i R32's care plan for prevention and treatmeant of this shell be the responsibility of the 3]&
. contractures implemented on 1/22/2010 Included DON/designee.
a QOEF that R32 will have no increase In 4. The DON shall report to the
contractures x100 days. Interventions included Administrator and QA ¢ommittes monthly
measurements annually and PRN (as nesded), any variances in the data collected. The QA p, @\7/
ronitor tolerance, and passive ROM (PROM) by commitiee shall assess the data and provide q\h
staff to all extremities 15 minutes BID (twice & recommendations a5 necessary to obtain J ’
day). : : and maintsin compliance. o yﬁb’“"j
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was o continue ROM by nursing to bilaters!
shoulders. Tha subsequant annual "ROMM"
dated 10/10/11 completed by & certifiad
occupational theraplst assistant (E4) revealad
that the ROM of the right shoulder Improved by
10 degrees to 90. [n addition, the left shoulder
fiexion declined from 130 to 80 degrees and
abduction daclined from 125 t0 90. In addition,
bilateral hip extensgion decreased from 30 to 10
topress. Recommandation by E4 was to
continue ROM. '

On 1/17112 at approximately 1 PM, the surveyor
reviewed the above annual "ROMM"
assessments with Director of Therapy Sarvices,
o E8 who confirmed that R32 was assessed on
10/10/M1 as having a decline in ROM of the left
shoulder and bitateral hip. in addition, E8
confirmed that the recommendations ware to
continue ROM by the nursing staff, E8 indicated
thet the therapy department does not ensure
implementation of the PROM by the nursing staff,
however, the copies of the annug! “ROMM" are
forwarded to the nursing department and to the
Medicaid Reimbursement staff, ES (o ensure that
the tesk Is antarad info the facility's slectronic
clinleal record system, Point of Care,

L An interview with £5 on 111712 at spprovimately

11 AM confirmed that the certified nursing
assistants were not parforming PROM as
evidenced by this Intervantion not belng entered
into the Paint of Care. A follow-up interview
1/18/12 at 10:30 AM revealed that PROM by staff
fa all extremities 15 minutes BID was entered in
the Point of Care after the surveyor’s inquiry and
convarsation with £6 on 1/17/12,
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On 1/18/12 at approximately 12 noon, the
eurveyor was provided a written statemant by BB
which documanted that R32's ROM was
reassessad by E3 and “found that there was a
discrapancy in the measurement racorded on
10/11H1" and there was no decling in tha ROM.
The statenent further noted “Plan of cornection: -
new measuraments were taken and added to LEFT BLANK INTENTIONALLY
¢har and task was added for ROM BID."

interview with £2 (Director of Nursing) on 118112
at approximately 11:30 AM confimed that the
FROM was not being performed.

Findings reviewed with E1 {Administrator) and E2
(Director of Nureing) on 1/18/12 at approximataly
2:30 PM.

2. R16 had a ¢are plan dated 1/6/12 for the

{ prevention of deformities with ROM Iimitations.
The care plan included a physical tharapy ROM
assessment dated 1/6/12 that documented
bageline ROM measurements ware iakan sl
Jointe with in normal limits (VWWNL) except bliateral
shoulder flaxion 0-120 degress, right wrist flexion
0-50 degrees bilateral wrist exiention 0-20
degrees, bllateral hip extention -35 degrees
bilateral hip abduction 8-20 degrees, bilaters|
knee extention -20 degrees, and bilateral ankle
DF -5 degrees.

Review of the care plar included the approach of
passive ROM to all extremities by staff for 15
minutes,

Reviaw of the tharapy department contractura
measurement form dated 1/5/12 documented that
ROM was neaded and would be done by nursing.

. FORM CMS-2567(02-68) Pravious Varsions Obwolate Event ID: OB1Y1+ Foclity ID: DE0OG205 if continuation sheet Page 23.of 30
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| An Intarview on $/18/12 at 9:45 AM with CNA E7
and review of electronic documentation revealed
that the aldes were not performing ROM and
there was no care area for documentation in the
alsctronic record.

An interview on 1/18/12 at ©:49 AM with E13 PT LEFT BLANK INTENTIONALLY
revealed that the-resident was not on the therapy
case load but was being asen by restorative
nursing. She confirmed that nursing should be
doing ROM con R15 dally.

An interview with the restorative sida 21
revegied thal ROM wag not being done by the
restarative staff but they were doing a walking
program that was being documented on the

-+ alectronic record,

‘Interview with the DON E1 and ADON E16 on
1/18/12 confirmed that nureing was not aware of
the therapy approach for ROM by nursing daily
thersfore it was not being done,

F 322 483.25(g)(2) NG TREATMENT/SERVICES - F 322
- s85=p [ RESTORE EATING SKiLLS

Based on the comprehensive assessmant of a
resident, the facility must ensure that e resident

- who is fed by @ naso-gastric or gastrostomy tube
receives the appropriate treatment and services
to prevent aspiration pneumonia, diarrhes,
vomiting, dehydration, metabolic abnormalities,
and nasal-pharyngsal ulcers and to restors, if
posgible, normeal eating skills.

This REQUIREMENT is not met as evidenced
by:
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In addition, the facifity failed {o adminlster Rdg's
medication via gravity through the PEG tube,
Findings include;

| The facllity's policy and procedures titied "8.2
Medication Administration: Enteral” indicated
“3.7.3 Aaplrate for stomach contentz.” in
addition, "3,11 Inatiil et least 30 cc warm water
into tha tube through the syringe, allow to flow by

gravity'll

During a medication pass obssrvation on /13712
at approximately 8:10 AM, F23 (Licensed
Practical Nurge) falied to aspirate for stomach
contants 1o verify tube position per fasility policy,
In addltion, E23 administered the fiquid form of
Aspirin 81 my. (milligram), Lasix 40 mg. and
Potassium Chloride 20 meq. (milllequvillant) by
pushing the medication through the syringe and
failed to administer the medication by gravity.

An intarview with €2 (Director of Nursing) on
1/13/12 et approximately 1 PM confirmed that the
nurse falled to aspirate the stomach for contents
pricr to adminlstration of any madication.
Additionally, the nurse failed to administar
medication through the PEG tube via gravity.

Findings reviewed with E1 (Administrator) and £2

{X2) MULTIPLE CONSTRUGTICN (%3) DAYE BURVEY
AN " AN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B.W
085013 Na 01/18/2012
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F 322 | Continued From page 24 F322| "m323 NURSING
Basad on observation, Interview and review of TREATMENT/SERVICES -~ RESTORE
the facillty's pollcy and precedures it was EATING SKILLS
determined that for one (R48) out of 39 sampled '
residents, the facllity failed to provide the 1. Resident R 48 remains in the facility,
a&ppropriate care and services of a PEG and continues to receive the tube feeding
(percutaneous endoscoplo gastrastomy) tubs, per physiclan orders and facility policy.
The facility falled to aspirata for stomach contents Current residents receiving tube feedings 1L
to verify R48's PEG tube position and thecking have been assessed to determine proper UIBYLG
for residual prior to administration of medication. tube feeding procedure is being maintmined. |7

2. In-servicing shall be completed for
licensed nursing staff on Enteral
Medication Administration on or before
March 15, 2012,

3. Randorn medicstion chservations shall
be completed over the next 90 days to
determine compliancs, This shall be the
respansibility of the DON/dasighee.

4, The DON shall report to the
Administrator and QA committee monthly
any variances in the data collected. The QA
committee shall assess and svaluate the
data and provided recommendations as
necessary to obtain and maintain
complianes,
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F 322 | Continued From page 26 F322! F329 DRUG REGIMEN IS FREE
on 1/18/12 at approdmataly 2:30 PM. FROM UNNECESSARY DRUGS
F 320 | 483.25()) DRUG REGIMEN IS FREE FROM F 320
£5=E | UNNECESSARY DRUGS ' L. Resident R 15 remains in the center. The
resident continues to receive medication as
Each resident's drug regimen must be free from ordered by the physician with
unnacessary drugs, An uhnecessary drug Is any docamentation on the MAR and behavior
drug when used in excassive doss (including flow records for clinical indications for
duplicate therapy); or for excegsive duration; or medication. The resident has been reviewed
withaut adequate rronitoring; or without adequatg by the ICP team and the plan of care has
indications for its use; ¢r in the presence of been updated to reflest the resident’s
adverse consaquences which indicate tha dose Gurrent leve] of care az necessary, Current
should ba reduced or discontinued; or any residents have been reviewed for %
combinations of the reasons above. appropriate documentation necessary for W'd
administration of PRN psychotropic ’L-l |
Based on a comprehensive assessment of a medications,
resident, tha facliity must ensure that residents 2. In-servicing shall be completad on or
who have not used antipsychotic diugs are not before March 15, 2012 for licensed nurses
given thase drugs unless antipsychotic drug ont edministration of peychotropic ,\%\'b
therapy is necessary to treat a specific condition medications and docutnentation, : ‘;\ 2
as diagnosed and documented in the ciinlcal 3, Random audits shall be completed over
record, and residents who use antipsychotio the next 20 days to determine compliance
drugs recelve gradual dose raductions, and with documentation. This shall be the
behaviora! interventions, unless dlinlcally responsibility of the DON/designes, \ﬁ\%\m
contraindicated, in an effort to discontinue thes= 4. The DON shall report to the 7) '
drugs. Administrator and QA committee monthly
any variances in the data collected, The QA E
committee shall assess and gvaluate tha . \.vﬂ
cata and provide recommendations as ;\ 1‘5
necessary to obtain and maintain q)
compliance, ot g
This REQUIREMENT is not met as evidenced “‘"}Wj
by: _
Based on record revisw and interview it was
determined that for lwo (R15 and R52) out of 39
samplad residents the facility falled to monitor
and have indication for use of psychoactive
medications on multiple occasions, Findings
inciuded:
FORM CNVS-2667((2-99) Frevious Verslons Obuolats * EventID:0817Y11 Faciiity (D; DEDO205 If continuation sheet Page 2601 30
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F 329

Continued From page 26

1, R16 had a phygiclan'a order on the January
2012 plan of care for Ativan (aniety medication)
0.5 mg twice a day as needed for anxiely, Review
of the MAR documented that the Atlvan was
administered 8 timas during the first 11 days of
January (142, 1/3, 1/5, 1/8, 117, 1/8, 1/9, and
1/11/12). There was no documentation on the
MAR as to the reason for tha Ativan
administration or it effectiveness,

Review of the Behavior Monlloring Fiow Record
(BMFR) for the same period of ime noted no
symptoms of being jittery and nervous. The
resident's anxiety, behavier monftoring end use of
pharmalogical interventions were hot included on
the care plan.

' Review of the nurses' notes also lacked evidence
| of why the reskient was administsred an anxiety
medication on the abova 8 days.

An interview on 1/17112 at 2 PM with E18 ADON
confirmed there was no indication In the elinical
record &g to why the Ativan was administered, the
BMFR was not being usad properly end there
was no care plan for anxisty.

2.The facliity's 16.0 Behavior Monitoring Policy
effective 1/1/04 and revised 5/1/11 reads "a
behavier menitoring tool for customers
who:exhibit behavior; are taking paychetrople
medications that requirs monitoring.”

The procedure resds, “include spacific dlagnosis

{8} fo ba monltored; record the number of
behavicr apisodes, intarventions tried, and the

justifying the use of the drug; identify the behavior

F 329
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_ DEFICIENCY)
F 328 | Continued From page 27 F 229
outcome of the interventions.”
1 R&62 had a physiclan order dated 8/1/11 for Ativan

0.5 mg one po (by mouth) st ghs (bedtime) pm

(a= neaded) for sleep. This order was

discontinuad on 12/20/11 and Ativan 0.5 mg one

po g 4hr prn for anxietyfinsamnia was written,

LEFT BLANK INTENTIONALLY

The Behavior Monitoring Sheet for R62
documentad she was jittery/nervous end
insomnia. No behaviors were documanted from
January 2-16th.

Review of R52's MAR (Madlation Administration
Record) revaaled she was administered Ativan
0.5 mg avery night from January 2nd through the
16th, 2012, R52's MAR and nurses noies lacked
avidence for the uge this anfianxiety medication
and it's affectiveness,

Review of R52's bahavior menitoring form and
MAR with E15 (ADON} on 1/17/12 at 2:16 PM
confirmed the facllity failed to have Indication for
the use Afivan or it's effectivensss.

F 431 | 483.60(b), (d}, (s} DRUG RECORDS, F 431
§s=0 | LABEL/STORE DRUGE & BIOLOGCICALS

The facllity must employ ot obtain the services of
@ licensed pharmacist who establishes a system
of records of receipt and dlspositian of afl
centrolled drugs in sufficlent detail to enable an
accurate reconcliiation; and determines that drug
reconds are in order and that an account of all
controlled drugs Is maintained and periodicaily
reconclied, :

Drugs and biologicals used in the facility must be
.| labeled In agcordance with currently accepted

*ORM CMES-208067(02-95) Previous Varsicnes Obaolsts Event iD: 081Y11 Faciity ID; DEQOZ0S - If centinuation sheet Page 28 of 30
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2} MULAIPLE CONSTRUCTION {X2} DATE BURVEY
ANP RLAN QF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
085018 B. WiNG 01/18/2012
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lockad compariments under proper temperature
controls, and permit anly authotized personnel to
have access ta the keys.

The fagliity must provide separately locked,
permanentiy affixed compariments for storags of
controlled drugs listed in Schadule 1 of the
Comprehensive Drug Abuge Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored js minimal and & missing dose can
ba readily detectad.

This REQUIREMENT [s not met as evidenced
by:

Basged an obsarvation of the medication rooms in
the facility on 0117/12 and 01/1812, it was
determined that the facility falled to limit access to
medications only to authorized staff. Findings
include:

1. Staff member E12 physical therapist, C.N.A.,
was observed to take a schaduled hreak in the
unlt 2 medication room on 01H47/12 at 2:15 PM.
This steff mamber left and reenterad the room at
225 PM,

2. Staff members £13 and E14, maintenance

-staff on medication room security,
3, Bandom rounds shall be completed over
the next 90 days to determina compliance,
Thix shall be the responsibility of the
‘DON/designee.
4. The DON shall report to the
Administrator and QA committes monthly
gny variances in the data ¢ollected, The QA
commiites shall assess end evaluate the
data and provide recommenglations as
necessery to obtain and maintain
compliance.

(<4) ID SUMMAFY STATEMENT OF DEFIGIENGIES ) PROVIDERS PLAN OF CORRECTION 0F)
BREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROB5-REFERENGED TO THE APFROFRIATE DATE
DERICIENCT)
. F431 DRUG RECORDS
F 431 | Copfinued From page 28 F431| 1ABEL/STORE DRUGS'&
professional principles, and inglude the BIOLOGICALS
appropriale accessory and cautionary
Instructions, end the expiration date when 1. The Medication rooms are secure and ]q_,.
applicable. only licensed mursing staff shalt have ,2( NW‘
BACCCRE,
In accordance with State and Federal laws, the 2, In-servicing shall be completed on or s
faciity must store all drugs and biclogicals in before March 15, 2012 for lcensed nursing %‘m’{,ﬂ\

FORM CMS-2547[02-69) Previous Verstons Dbsolete

Evant ID: GB1Y11

Fecllity 1D; DEOG205

If continuation shest Fage 29 of 0



Feb 28 2012 tl1:47AM HP LASERJET FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

p.18

PRINTED: 01/26/2012
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EAGH DEFICIENCY MUS'T BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION] TAG BROSS-REFEREBJEEII()“?;‘ gge APPROPRIATE DATE
F 431 | Continued From page 29 F 431
supervisar, sntered the unit 1 medication room at
10:22 AM on 01/18/12. :
LEFT BLANK INTENTIONALLY
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NAME OF FACILITY: $eaforg Center Nursing Home

DHSS - DLTCRP
3 Mill Road, Sulle 308
Wilmingion, Defowars 19808
{302) 677-8661

STATE SURVEY REPORY Page 1 of 1

DATE BURVEY COMPLETED: Januarv 18, 2012

SECTION S8TATEMENT OF DEFICIENCIES
8peclilec Deflclencies

ADMINISTRATOR'S PLAN FOR CORRECTION

OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

Ap unannounced annual survey was
conducted at this facility from January 9,
2012 through January 18, 2012, The
deficiencies contained in this report are
based on observations, interviews, reviaur
of resident's records and review of other
documestation as indicated. The facility
census the first day of the survey was 107.
The Stage I sample totaled thirty-nine

(39) residents.

3201 Skilled and Intermediate Care Nursing
Facilitles

3% 1.0 Scope

3201.1.2 Nursing facilities shall be subject to all

applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch, IV Part 483, Subpant B, :
requirements for Long Term Care
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the regulatory requirements
for skilled and infermediate care nursing
facilities in Delaware, Subpart B of Part
483 is hereby referred to, and made part
of this Regulation, as if fully sef out
herein. All applicable code requirements
of the State Fire Prevention Commission
are hereby adopted and incorporated by
reference. '

Cross refer to the CMS 2567-L survey
report date completed 1/18/12, F241, F247,
F248, F272, ¥279, F280, F309, F315,

F318, F322, F329 & F431.

Cross reference to the CMS 2567-1. survey
report and POC Response for survey date
completed 1/18/12, F241, ¥247, F248,
F272, F279, F280, F308, F315, F313,
F322, F329 & F431
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